This study reports the development of The Hearing Parents' Perceptions of Health Professionals' Advice Questionnaire (HPP/HPQ). This questionnaire was designed to investigate the impact of the advice and information that parents receive from health professionals during the time when their child's hearing loss is identified and how parents, in turn, make initial decisions about services and interventions for their deaf child. Once developed, the HPP/HPQ was partially validated on 2 separate samples. Analysis of data from both samples supported a 14-item questionnaire, with all items loading onto a single composite factor. The implications of how this tool can be used to both help improve health professionals' services and gain an understanding of how the relationship between hearing parents and health professionals might influence developmental outcomes in deaf children are discussed. Bronfenbrenner (2005) argued persuasively that in the field of developmental research, variables farther removed from the child's immediate environment are extremely important and should be a focus of study to account for the complexity of human development. One such category of distal factors related to child development, especially for deaf or hard-of-hearing children, involves the health care system and the processes underlying the information delivered to parents about their children, including the specific information shared, perceived support of health professionals, and decisions made regarding intervention. Hearing parents of deaf children face many decisions when it comes to the treatment of and care for their deaf child. More than 91% of deaf or hard-of-hearing children are born to parents who hear (Mitchell & Karchmer, 2004) , and most of these parents have no prior experience with deafness (Meadow-Orlans, Spencer, & Koester, 2004) , creating a new and unique experience for these families. Most people would not dispute the idea that parents play a vital role in supporting their child's development, but there is limited research on the development of deaf children that actually focuses on parent variables (Kurtzer-White & Luterman, 2003) . We do know that positive outcomes of deaf and hard-of-hearing children are related to parental reactions to the identification of hearing loss (Moeller, 2001 ) and the successful adjustment of the family (Feher-Prout, 1996) . Although it makes sense then that parents' interactions with health care providers during the time their child is diagnosed with hearing loss will ultimately affect the development of their deaf child, studying the effects of this interaction requires that researchers can measure it. The goal of the present study was to develop a reliable and valid measure that captured parents' experiences of working with health professionals as they made decisions for their child. Such a measure would allow researchers to investigate the impact of this experience on the development of deaf children in future studies. The current study was limited to hearing parents because it is believed that their experience during the identification of hearing loss is different from that of deaf parents, and thus this questionnaire would not accurately capture this process for deaf parents. For example, deaf parents' prior knowledge about issues related to deafness is likely to be far greater than hearing parents' knowledge. Further, deaf parents' cultural views on Deafness are also likely to be very different, as would the impact of their reaction to the identification of hearing loss.
Review of Related Studies and Available Tools
To date, for families with deaf children, the empirical literature on parental decision-making processes and parents' relationships with health professionals is sparse, although several key studies on related topics highlight the need for continued focus in this area (Hintermair, 2006; Quittner, Glueckauf, & Jackson., 1990; Steinberg, Bain, Li, Delgado, & Ruperto, 2003; Young et al., 2006) . For example, Hintermair (2006) explored the importance of resources available to parents at around the time their child's hearing loss is identified. Analysis of parental responses to a number of questionnaires specific to stress, life satisfaction, and social support highlighted the importance of providing parents with resources and professional support and further supported the idea that parent variables contribute significantly to successful child outcomes.
The time period following the identification of a child's hearing loss for many hearing parents may be filled with seeking support from family members, friends, and others with similar experiences, as well as information gathering from professionals, the Internet, and other families having undergone similar situations. The importance specifically of health professionals' relationships with hearing parents during the time their child has been identified with hearing loss has been supported in the literature. For example, Quittner et al. (1990) analyzed mothers' responses through a series of standardized questionnaires and a structured interview and found that hearing mothers of deaf children attributed a significantly larger percentage of support to health care professionals than other sources of support. Further, they rated friends and neighbors as providing significantly less support than did mothers of hearing children, suggesting a unique relationship between hearing parents of deaf children and health professionals. Information regarding the specific health professionals that parents saw and the information they obtained, however, was beyond the scope of this study.
In a separate study investigating the decisionmaking process Hispanic families in the United States undergo when they have a child with hearing loss, Steinberg et al. (2003) developed both a questionnaire and semistructured interview that gathered a range of information about demographics, communication methods, sources of support, parental attitudes about deafness, family stress, and parental satisfaction with options available and guidance received. The majority of their sample (i.e., 96%) reported that recommendations made by professionals were one of the most important factors in the parental decision-making processes. Again, however, further exploration of the specific health professionals consulted and advice given was beyond the scope of this study.
Regarding decision making for parents of deaf children, Young et al. (2006) identified a number of issues that were important in promoting informed choice through the combination of a literature review and qualitative data collected from multiple parent and professional groups. Qualitative data analysis of the comments obtained suggested several underpinning issues. For example, parents reported a need for high-quality information, presented in understandable terms, and inclusion of a full range of options. Families also reported a need for access to a range of services. Additionally, having an understanding that parents vary in their ability to make decisions, empowering them to be confident in their choices, and keeping in mind that choices were evolving as the family and child develop were all important aspects of informed choice (Young & Tattersall, 2005) .
While each of these studies offers unique information related to parents with deaf children and parents' reliance on health professionals in general, there remains a need for a measure specifically designed to investigate the various health professionals visited, parents' experiences of working with health professionals, and the specific intervention decisions they make for their deaf or hard-of-hearing child. Such a measure could look specifically at how satisfied parents were with this experience and what aspects of the interaction with various health professionals were or were not helpful.
Proposal for a New Measure
In order to begin to understand the relationship between parents and health professionals, it is necessary to understand the type of information parents need during this time period, whom they consult, and what types of decisions they are making. To begin with, families need to know the specific type of hearing loss, information that is known about that type of hearing loss, the cause of hearing loss, immediate recommendations about what to do, and how these actions may affect the child's development. Other practical information to aid parents' decisions includes amplification options, communication choices, educational implications, grieving process, funding issues, and language development (DesGeorges, 2003) . This can be a confusing time for parents, as they may be presented with unfamiliar terminology and confusing or conflicting information. In addition, during the time when their child's hearing loss is first identified, parents often deal with a large number of health professionals, including physicians, geneticists, audiologists, and speech-language pathologists.
A survey of the literature including quantitative, qualitative, and case-study reports revealed several similar themes regarding hearing parents' experiences with health professionals during the time their child was identified as having a hearing loss. Common critiques made by parents include health professionals' lack of knowledge of hearing loss and deafness and provision of biased information (Beals, 2004; Christiansen & Leigh, 2004; Luckner & Velaski, 2004) . Parents have also reported inadequate deafness-related services and health professionals' unwillingness to admit when they lack competency in provision of these types of services (Meadow-Orlans, Mertens, & Sass-Lehrer, 2003) . Other complaints include biases, specifically in communication approaches, withholding of information about communication options, and being turned down for services because of the communication choices that were made for their child (Beals, 2004; Young et al., 2006) . In a qualitative study of parents receiving early intervention services, a number of the parents described a lack of action by the professionals whose services they were seeking, such as delays in acquiring hearing aids or referrals to a cochlear implant team (Young & Tattersall, 2007) . These concerns suggest that there is room for improvement in the relationships that hearing parents have with health professionals and further highlight the importance of studying this construct.
According to Anderson and Hall (1995) , the typical process families go through when making decisions includes the following: (a) identifying goals and values, (b) defining issues, (c) developing options, (d) gathering and evaluating information, (e) deliberating, (f) making the decision, and (g) reevaluating. Accordingly, when going through the decision-making process, numerous ideas and resources need to be considered (Anderson & Hall, 1995) . Luckner and Velaski (2004) found that the following professional characteristics were helpful for the families with whom they worked: emotional support, providing information about available resources, and making suggestions about various issues of concern for the child including communication, behavior, and speech. Further, parents in the study by Steinberg et al. (2003) reported that the most important characteristic of the professionals with whom they worked was that they listened to their concerns.
It is clear that the relationship between parents and health professionals is complex and not only is there room for improvement in the services offered by health professionals, but there is a growing understanding of what types of services/interactions lead to positive outcomes. This presents a unique opportunity to apply what is known about interactions that support positive outcomes to those interactions where there remains room for improvement.
Purpose of the Current Study
The goal of the present study was to develop a single questionnaire to capture hearing parents' experiences with specific health care providers and their decisionmaking process during the time their child is diagnosed with hearing loss. The aim of the survey questions was to capture information about specific health care providers, types of information received, perceived level of support, and decision-making processes. The authors developed and partially validated the measure on two separate samples collected over the course of this study. It was hypothesized that at least one, if not more, factors that capture the construct(s) of hearing parents' interactions with health professionals would be extracted from the survey.
Method and Analysis
Data obtained for the present research project were collected over two studies. The Hearing Parents' Perceptions of Health Professionals' Advice Questionnaire (HPP/ HPQ) was designed in Study 1, and evidence of reliability and validity of the HPP/HPQ was provided in Study 2.
Measurement Development
An online survey was developed and used as the measure for the current project. The survey was designed to collect as much information as possible about the specific health professionals that parents worked with, types of information received from health professionals, parents' perception of the level of support provided, and the parental decision-making process regarding interventions. Additional demographic information was collected in order to obtain information about the type of families that responded to the survey as well as obtain hearing loss variables to inform the generalizability of the findings. Initial questions were developed through a peer review process that included a research team comprising several graduate students and one faculty member, all with expertise or receiving training in child development and deaf culture. The primary author (L. A. Day) conducted a literature review of articles related to health professionals' advice and parental decision making specific to hearing families with deaf children. Initial review of the literature produced limited results, so the review was expanded to include families with children with a disability or serious health condition. Several studies were used as a guide to help devise questions that were specific to the current study (i.e., Anderson & Hall, 1995; Bijma et al., 2005; Hintermair, 2006; Meadow-Orlans et al., 2003; Okubo, Takahashi, & Kai, 2008; Steinberg et al., 2003) . Based on this review of the literature, the primary author developed an initial list of questions.
Specifically, questions were designed to assess basic information such as which health professionals parents saw, how much contact they had, and what type of advice they received. Questions were also designed to collect information about who exactly was making the decisions for their child, what type of specific interventions and communication options were chosen, and how helpful health professionals were in guiding the parents in their decision-making process. Many of the questions used Likert-type scales to quantify parents' subjective experiences. The scale ranged from 1-7 to maximize measures of reliability, given that research has shown that reliability drops as fewer categories are used (Streiner & Norman, 2006) . Demographic information included parent age, ethnicity, education level, household income, child's age, degree of hearing loss, cause of hearing loss, and age of detection. The initial questionnaire had a total of 73 questions and included a total of 6 different health professional groups. The research team then reviewed the questions regarding their content, clarity, and comprehensiveness. Based on initial team feedback, the original questions were revised by the primary author and once again reviewed by the research team. Once additional revisions were made, a final paper-and-pencil version was prepared for a pilot study with a small sample of hearing parents of deaf children. The total number of questions increased to 85 and the number of health professionals included in the survey was six.
A small pilot study was conducted in order to establish content validity of the survey and to ensure the clarity and appropriateness of the individual questions. A small sample of hearing parents of deaf children between the ages of two and six tested the survey through individual open-ended telephone interviews, as interviews are a commonly accepted means of studying a phenomenon about which little is known (Silverman, 2006) . Parents were recruited for this pilot study by sending advertisements to a variety of local organizations/institutions in the Washington, DC metro area, such as Gallaudet University, Chattering Children, and Kendall Demonstration Elementary School. A total of four telephone interviews were conducted. Participants were four Caucasian females from middle to upper-middle class families. Each participant signed a consent form approved from a university institutional review board prior to participation in the interview. At the start of each interview, parents were provided with an initial prompt to talk openly about their experiences with the different health professionals they encountered when their child was first identified as having a hearing loss and how they made their decisions about services and interventions.
If not provided during their initial discussion, details about specific experiences with each health professional identified were queried. At the conclusion of the discussion, parents were asked specifically about information they received from health professionals that was helpful and what information they did not receive but wished they had. Parents then completed a copy of the pilot survey that was mailed to them prior to the telephone interview. Upon completion of the survey, the participants were asked to provide feedback about the relevance and clarity of individual questions and the appropriateness of the response options.
Qualitative analysis of the telephone interviews included a review of the audio recordings of the interview transcripts by the first author, listening for common themes and trends, types of health professionals listed, and information obtained/desired. Common themes of communication, hearing-loss-related resources/information, support, and decision-making processes were identified in each of the transcripts. The survey questions were reviewed again with the research team to assess whether or not they included information that matched with the identified themes. Feedback from parents indicated the need to include an additional health professional (i.e., geneticist) as well as additional questions related to health insurance issues. Following the revisions from the telephone interviews, there were a total of 89 questions, including demographic information and a list of seven different health professionals in the final survey. The survey was then converted to a web-based measure and hosted online through the PsychData web site. The survey was available online until a sufficient number of participants responded, which was a total of 4 months for Study 1 and 8 months for Study 2. Families were recruited via support groups, schools, health care providers, and Internet web sites. The recruitment strategy was designed to reach parents from a variety of backgrounds and with varying viewpoints regarding hearing loss and Deaf culture. Support groups, schools, and health care providers were contacted via e-mail, telephone, and/ or letters/flyers to encourage as many eligible families to participate as possible in order to support diversity of the sample. Study information was also posted on online web sites as permissible by the web site moderator, such as local chapters of Hands and Voices, American Society for Deaf Children, and A.G. Bell Association. Parents were asked to fill out the survey only one time, although given the nature of the anonymous responses, there was no way to identify whether parents completed the survey more than one time.
Study 1
Sampling design and procedures. The population for Study 1 included hearing parents with a deaf/hardof-hearing child between the ages of two and six. The goal was to include as diverse a range of families within the United States as possible in order to have a representative sample regarding geographic location, household income, educational status, and ethnicity. The minimum child age of 2 years gives families some time to make decisions and obtain advice regarding intervention and services for their child. The maximum age of 6 years was made because of the retrospective nature of the study and the desire to obtain a relatively recent picture of the identification process. An institutional review board approved the study. Parents who were interested in participating were given a web site where the survey could be accessed. Once participants accessed the survey, they had to provide consent for their participation before they could complete it.
A total of 252 participants responded to the survey. Forty-seven participants were eliminated from analysis because they were either deaf or hard-of-hearing or their child was not within the 2-to 6-year age range. An additional 31 participants were eliminated because they discontinued the survey during the demographic questions and did not answer any questions related to the constructs in question. This left a total of 174 participants whose data were retained for analysis. A total of 29 participants had missing data, for which Full Information Maximum Likelihood (FIML) estimation was used to estimate the missing data.
FIML creates model-implied covariance matrices for all observation patterns of missing data, thus allowing all participants to be retained in the analysis, even if they failed to provide a response to some of the items.
Descriptive statistics were run in order to gain specific information about health professionals' advice, parental decisions, and demographic information of the parents who complete the survey. Principal axis factoring was conducted on survey questions related to the constructs in question utilizing an oblique Promax rotation based on the hypothesis that the factors would be correlated; this was used to determine the underlying structure in the survey. As some of the questions related to the constructions were categorical or nominal (e.g., yes/no responses), they were used for descriptive purposes. Further, some of the survey questions were combined into an overall mean (e.g., the mean of the ratings regarding the influence that each individual health professional had on parents' decision-making process) or were counted to obtain a sum (e.g., the total number of identified communication options). That left a total of 33 variables for the factor analysis (FA). According to Stevens (2002) , the minimum criterion for running an FA requires five or more participants per variable. Given the total number of variables in the analysis, the minimum required sample size was 165, which was met.
Demographic information. Analysis of the demographic information showed that 92.5% of the respondents were mothers and 7.5% were fathers. Responses were received from a total of 38 different states and the District of Columbia. Parents who completed the survey had a mean age of 36.49 (standard deviation, SD = 6.81) years and their child had a mean age of 3.98 (SD = 1.38) years. See Table 1 for a summary of additional demographic information.
Regarding the types of health professionals who gave the parents information about deafness, 99.4% indicated an audiologist gave them advice, 79.9% Audiologists were rated as the most helpful (mean = 5.89 on a Likerttype scale ranging from 1 to 7, with 7 being most helpful) and pediatricians/family doctors were rated as least helpful (mean = 3.52). See Table 2 for additional information on parents' ratings of specific health professionals' knowledge and influence.
Regarding the parental decision-making process, mean involvement of the child's mother was 6.89 (SD = 0.63; based on a Likert-type scale ranging from 1 to 7, with 7 being very involved), whereas the father's mean involvement was 6.29 (SD = 1.42). Families chose spoken language as the primary mode of communication that their child was using at the time they completed this survey (39.7%). Examples of other possible communication options listed included oral approaches, American Sign Language, Simultaneous Communication, Cued Speech, and Others. Table 3 includes the percentages of various communications options recommended by professionals. The average age of detection of hearing loss was 10.48 (SD = 12.59) months. Table 4 summarizes the percentage of parents who indicated the specific type of information that was available to them (e.g., communication options, explanation of deaf culture) during the first 2 years after their child was identified with hearing loss.
Statistical analysis. Exploratory factor analysis (EFA) was run using Mplus version 5.2 (Muthén & Muthén, 2007) . Maximum likelihood with robust standard error estimation was used in a polychoric correlational model. Promax rotation was performed. The Chisquare test of a five-factor Model Fit was significant (χ 2 (58) = 132.841, p < .05). See Table 5 for a list of the questions that loaded on five factors. Eigenvalues were greater than one for each of the five factors: 10.706, 2.590, 1.992, 1.580, and 1.436, respectively. Analysis of the scree plot (Figure 1) , eigenvalues, and factor loadings (see Table 6 ), however, indicated that the sample correlation matrix appeared poor beyond Factor 2, suggesting a rather cluttered solution for Factors 3-5. A review of the questions in Factors 3-5 suggested that a number of the questions that loaded on these factors were redundant and did not appear to have a common theme to justify their grouping as a single factor. Given these statistical (i.e., scree plot and eigenvalues) and theoretical concerns (i.e., redundancy in Factors 1 and 2 and lack of common theme for factor), it was decided to retain only the first two factors; however, the questions that loaded on Factors 3-5 were retained in the questionnaire as single-item constructs to be further investigated in a future study. Question 6, however, was removed from Factor 1 because it correlated strongly with Question 7 (0.805) and inspection of the item content revealed that the two items were largely redundant.
Study 2
Sampling design and procedures. The population for the second study included hearing parents with a deaf/ hard-of-hearing child between the ages of 3 and 8, which is a slightly broader range than that used in the first The professionals I worked with helped me identify goals for my child.
3
I was able to obtain the information I needed from health professionals to make appropriate decisions for my child. 4
My child's hearing loss was clearly explained to me by the health professionals I consulted. 5
The health professionals I worked with supported my decisions for my child. 6 I was given a variety of intervention options from which to choose. 7
The professionals I met with gave me a variety of early intervention and communication options to pick from. 8
The professionals I worked with were available to me when I needed them. 9
The first professional I worked with pointed me in the right direction. 10 I was satisfied with the overall information and recommendations given to me by health professionals during the first 2 years after my child's diagnosis. 11
The health professionals I worked with were knowledgeable about deafness and hearing loss. 12 I was satisfied with the range of options available to my child during the first 2 years after his/her diagnosis. 13
Overall, how helpful were the various health professionals during the first 2 years after your child's diagnosis? 14
The professionals I worked with helped me navigate health insurance barriers. study. The minimum age of a deaf child was changed from two to three based on feedback from comments in the first study. Parents with children 2 years of age felt that they did not yet have enough time to make decisions and obtain advice regarding intervention and services for their child. The ceiling restriction was increased to age 8 in order to obtain a slightly larger population to increase the power of the sample size, while balancing the need get an accurate picture of the current identification process. Specifically, many screening procedures and technologies have changed over the past decade. The more the time elapsed from the identification of hearing loss, the less accurate parents' memories of their experiences are likely to be and a less recent picture of the entire process will be provided. A total of 289 parents completed the online survey and 3 completed the paper-pencil version; however, a number of these participants were excluded from the analysis because they did not meet one or more of the study's eligibility criteria (i.e., parental hearing status, child's age, or because they discontinued the survey prematurely). Of the participants excluded from the analysis, 23 were deaf or hard-of-hearing parents and 46 participants indicated that their child was outside of the 3-to 8-year-old age limit. Twenty-two additional individuals were eliminated because they discontinued the survey prior to completion of the initial demographic questions. This left a total of 202 eligible participants for data analysis. FIML was again used to estimate responses for any participant who had missing data.
The same questionnaire from Study 1 was used in Study 2 with the exception that Early Intervention Specialists were not included in the list of health professionals, Question 6 was removed because it was largely redundant in relation to Question 7, and although a listing of communication modes trialed was obtained, the follow-up question, "most common current mode" was not included due to an error in uploading the survey the second time. The rationale for the removal of Early Intervention Specialists was that they are not traditionally referred to as "health care" providers and thus outside of the scope of this study. Based on the results of the EFA in study 1, a total of 19 variables were used in the confirmatory factor analysis (CFA). According to Stevens (2002) , the minimum criterion for running an FA requires five or more participants per variable. Given the total number of variables in the analysis, the minimum required sample size was 95, which was exceeded by the sample size.
Demographic information.
Prior to the main analysis, descriptive statistics were run on the sample collected for the second study to again determine the structure of services and degree of parental satisfaction with these services. See Table 1 for a summary of the sample's demographic variables. A total of 88.6% of the respondents were mothers and 9.9% were fathers. Responses were received from a total of 40 different states and the District of Columbia. See Table 1 for additional information regarding ethnicity, household income, geographic region, and parental education level.
Regarding the specific persons involved in making decisions regarding interventions and services for the deaf child, the mean involvement of the child's mother was 6.91 (SD = 0.63) and the mean of child's father was 6.11 (SD = 1.65). Regarding the types of health professionals who gave the parents information about deafness, 96.5% indicated that an audiologist gave them advice, 82.2% indicated an otolaryngologist (ear, nose, and throat doctor), 76.7% indicated a speech/language pathologist, 65.3% indicated their pediatrician/family doctor, 36.1% indicated a geneticist, and 11.4% indicated a psychologist or social worker. Speech/ language pathologists were rated as the most helpful (mean = 5.83 on a Likert-type scale ranging from 1 to 7, with 7 being most helpful) and psychologists were rated as least helpful (mean = 3.68). See Table 2 for additional information regarding parents' ratings of specific health professionals' knowledge and influence. The average age of detection of hearing loss was 10.00 (SD = 12.65) months. Table 3 includes the percentages  of various communication options recommended by  professionals, and Table 4 summarizes the percentages of parents who indicated the specific type of information that was available to them during the first 2 years after their child was identified with hearing loss.
Statistical analysis. CFA was run on the data set in Mplus version 5.2, using diagonally weighted least squares estimation in a polychoric correlational model in an attempt to replicate the factor structures found during Study 1 for Factors 1 and 2. A two-factor model was specified with the 19 items of Factors 1 and 2. The initial analysis suggested that five questions had loadings less than .5 and consequently they were removed. See Table 7 for a summary of the final items retained on the two factors. A follow-up model was run using only the remaining items. The new model showed a reasonable fit. See Table 8 for sample polychoric correlations.
Goodness of fit was evaluated using root mean square error of approximation (RMSEA), which was .109. The goodness-of-fit indices suggested that the two-factor model fit the data reasonably well (χ 2 (31) = 104.963, p <.05). Results obtained supported the findings from the EFA on the previous data set. Two highly correlated factors were found, which corresponded to a priori predictions. Standardized parameter estimates from this solution are presented in Tables  9 and 10. A review of the two factors, after analysis, indicated that the factors were in fact overlapping both statistically and theoretically. Statistically, the two factors were strongly correlated (.68), which suggests that there was a considerable degree of common variance between them. Theoretically, the questions that made up each factor also made sense as a single factor and the goal of the present study was to look at the concept of the interaction between parents and health professionals as a whole. As a result, the two factors were combined into a single composite scale. The sum of each of the 14 items comprising the composite score was obtained as a single composite with a mean score of 71.01 (SD = 21.05) and a range of 22.00 to 98.00.
Reliability
Internal consistency reliability of the composite factor was tested using Cronbach's alpha reliability statistic. Cronbach's alpha for Study 1 was .945 and for Study 2, it was .948.
Discussion
The results of the present study led to the development of a reasonable measure, labeled Hearing Parents' Perceptions of Health Professionals' Advice Questionnaire (HPP/HPQ). The data provided evidence of reliability and validity of a composite factor, obtained over the course of two studies, which can be used in future studies to examine the impact of distal factors on child development. Both samples appeared similar regarding gender, ethnicity, and economic status, with a large portion of responders being white, middle-to upper-class mothers. Analysis from Study 1 using EFA procedures provided support for retaining questions that loaded on two factors. Three additional factors did not have enough statistical or theoretical support to retain them as individual factors and those questions were eliminated from the measure.
This finding of a two-factor model was confirmed in Study 2 using CFA. Given the moderate correlation The professionals I worked with helped me identify goals for my child. 3 I was able to obtain the information I needed from health professionals to make appropriate decisions for my child. 4
The health professionals I worked with supported my decisions for my child. 7
Overall, how helpful were the various health professionals during the first 2 years after your child's diagnosis? Factor 2 17
How much did the recommendation of health professionals influence your decision making? 18
How much did the support received from health professionals influence your decision making? Table 8 Polychoric correlations between the two factors and a review of the questions suggesting that the items were theoretically related, it was decided that they could be combined into a single composite factor, generally reflecting hearing parent's experience with health professionals. This final composite consisted of 14 questions (see Table 7 ), all of which appeared to be related to the parental processes of obtaining advice and support from health professionals during the identification of their child's hearing loss. These questions were originally developed based on the theoretical justification that they captured the distal process of the parent-health professional interaction during the identification time period. The EFA and CFA results provided statistical justification for the use of a concise number of those questions combined into a single factor. Reliability analysis suggested good reliability for the single composite factor. This supports the use of a single, concise measure that captures important information regarding hearing parents' interactions with health professionals, which can be used by professionals in the field to obtain feedback on and potentially improve their services.
Regarding specific professionals, audiologists and speech/language pathologists were consistently rated as most supportive of parents during their decisionmaking process, most knowledgeable about deafness and hearing loss, and most influential for parental decision-making processes. This finding makes sense given that these health professionals are likely to have specific training in language development and have more frequent and consistent contact with deaf children and their families. This frequent contact often allows them to get to know families better and to develop a strong professional relationship. Pediatricians, geneticists, and psychologists received the most negative ratings regarding supporting parents in their decisionmaking efforts, having knowledge about deafness, and influencing decision making. This finding also is not surprising considering other studies of parents who rated their medical doctors as helpful only 19-20% of the time (Meadow-Orlans, Mertens, Sass-Lehrer, & Scott-Olson, 1997). Both pediatricians and otolaryngologists are trained under a medical model where hearing loss is most likely viewed as a problem that should be fixed. This type of framework of hearing loss is likely to influence their interactions when dealing with families. Contact with a psychologist is not often part of the typical standard of care when a child is identified with hearing loss and, if utilized, may be confounded by additional stressors prompting such services.
Given the positive ratings of audiologist and speech-and-language pathologists, it appears that other professionals, including pediatricians, geneticists, and psychologists, may benefit from learning more about language development and deafness, and at the very minimum, know proper referral sources for families that have deaf children. In fact, the HPP/HPQ may be a useful tool through which other health professionals, including pediatricians, geneticists, and psychologists, may begin to understand what types of information their families are looking for and how to assess whether they are providing adequate services. This study provides some suggestion that the age of diagnosis is decreasing, although this finding was complicated by the large variance of each sample. The mean age of detection of hearing loss in Study 1 was 10.48 (SD = 12.59) months and in Study 2, it was 10.0 (SD = 12.64) months. Both means are earlier than mean ages found previously (Meadow-Orlans et al., 2004) . It is not, however, as low as some of the most recent mean ages of identification (Young & Tattersall, 2007) , which may be explained partially by the large range of identification ages found in this study. Additionally, it is important to note that data related to identification of hearing loss in the study by Young and Tattersall (2007) were collected in the United Kingdom, where the health care and early-hearing-screen systems are different. Regardless, the decreasing age of detection is not surprising given the implementation of newborn hearing screening and better technologies to both detect and aid hearing loss. Thus, hearing loss in children is an evolving concept and future studies are needed to keep up with the changing needs of deaf children and their families.
Limitations
The sample sizes for both Study 1 and Study 2 were obtained through rigorous ongoing recruitment methods through two different periods of several months. Although the sample size is reasonable given the small incidence population being studied and meets the minimum sample size requirements for EFA and CFA, the numbers are still less than desirable when running data reduction techniques. According to Stevens (2002) , the minimum criterion for running an FA was met (five or more participants per variable); however, according to Comrey and Lee (1992) , this sample size is still described as poor to fair.
Additionally, although rigorous measures were taken to sample a diverse population, the sample remained predominantly white, higher-educated, middle-class mothers. As a result, these findings are still mostly generalizable to such families. It is possible that the same processes and factors that were important to the families in this study would also remain significant for minority groups, given the fact that the concepts investigated in the current study are broad and likely to be universally important, regardless of minority status. Further analyses, however, are necessary to support such conclusions. It is also not possible to determine whether fathers view the interaction with health professionals differently than mothers because the current sample consisted of mostly mothers. It is also possible that there was some overlap in the two samples as there were no means available via the technology used to determine whether a participant completed the survey both in Study 1 and Study 2.
Implications/Future Directions
Results of this two-sample research project provided evidence of reliability and validity of the HPP/HPQ to justify its use in future studies concerned with families' experiences with health professionals and their decision-making process when their child is diagnosed with hearing loss. Moreover, at present, we do not have a clear understanding whether or how these early interactions eventually influence the deaf child as he or she grows up. The HPP/HPQ provides a measurement that can be used to begin to tease out these subtle but important distal effects.
The scale may prove useful not only in research but also in clinical settings where health professionals are seeking to improve the support they offer to families with a deaf or hard-of-hearing child. Clinicians could use this measure on an individual level to assess how parents are making decisions about services and how parents feel they are being helped by their health professionals. Further studies utilizing this questionnaire in a professional setting are warranted to determine whether a single composite score yields useful information regarding parents' satisfaction with services. Perhaps a cutoff score can be generated to quickly screen parents' level of satisfaction to inform the need for follow-up. As this was outside of the scope of this study, the same parent-health professional relationship also warrants investigation for deaf parents to explore both areas of similarities and differences in the relationship as were found for hearing parents.
A challenge that will continue for professionals working with deaf children is keeping up with the evolving picture of intervention for deaf children. These changes are only likely to continue as the age of detection decreases, cochlear implantation regulations allow for implants to occur earlier, and amplification technologies are refined. As newborn hearing screening and early intervention become the norm in many countries, research will be needed to see whether earlier detection and intervention is changing not only the child's developmental outcomes but also the entire process families go through when hearing loss is identified. Nonetheless, professionals who are up-to-date with the current issues in hearing loss and are viewed as providing useful information during this time period will continue to be in demand.
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